Pulmonary resection is a diagnostic and therapeutic strategy for patients with known or suspected lung cancer. Surgeons must strike a balance between resecting early-stage cancer and improving survival, while minimizing the removal of benign lesions and the low but finite risk of resection. Overall rates of nontherapeutic resections of benign lesions (ie, benign rates) have surpassed 20% in recent large cooperative trials but may vary among institutions depending on the underlying population risk, referral patterns, and the level of aversion to risk among clinicians.
1,2 Institutional strategies that include multidisciplinary conferences with participation from specialists in the fields of surgery, pulmonology, radiology, pathology, and oncology participation may minimize benign rates and increase the number of therapeutic resections.
Methods | We retrospectively examined all patients who underwent pulmonary resection for known or suspected lung cancer during the period from 2005 to 2013 from a single tertiary referral hospital with capitated institutional resources and a high acuity level among patients. Institutional review board approval was obtained prior to data collection from the Tennessee Valley Healthcare System. Informed consent was not required on the basis of deidentified data. A strategy to increase the number of therapeutic operations and reduce the number of ineffectual thoracotomies was initiated and included oral presentations at a multidisciplinary conference prior to obtaining a cancer diagnosis. Demographic and imaging data; data on diagnostic modality, pathology, and type of resection; and inclusion in the multidisciplinary conference prior to operative resection were reviewed. A benign lesion or lung cancer was the primary outcome, which was determined pathologically.
Results | There were 220 patients included in our study, and their demographic characteristics are listed in the Table. The overall benign rate was 6.8% (ie, 15 of 220 patients underwent a nontherapeutic resection of a benign lesion), and the patient information from 178 of these 220 patients (81%) were included as oral presentations at the multidisciplinary conference prior to the patients undergoing the pulmonary resection. Two-thirds of patients received a known diagnosis of cancer prior to their planned therapeutic resection. The preoperative diagnostic method was predominantly computed tomography-guided fine-needle aspiration, followed by bronchoscopy with bronchial washings or transbronchial needle aspiration (Table) . One patient's condition was diagnosed using an endobronchial ultrasonography-guided fine-needle aspiration biopsy. A surgical resection was required to obtain a diagnosis for 35% of patients with indeterminate lesions. Of the 158 patients who had fludeoxyglucose F 18-positron emission tomography scans, 149 (94%) had avid lesions. Patients who did not receive a preoperative diagnosis of lung cancer and whose patient information was presented at the multidisciplinary conference had a 20% benign rate, and those patients whose patient information was not presented at the multidisciplinary conference had a 16% benign rate. Discussion | In this retrospective case series, 15 of 220 patients underwent a nontherapeutic resection of a benign lesion for a benign rate of 6.8%, the lowest reported in the literature.
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The limitations of our study include its retrospective, observational nature and our inability to prove causality between the use of a preoperative case conference and the low benign rate. A multidisciplinary review may lead to the comprehensive implementation of diagnostic modalities that better identify patients most likely to benefit from therapeutic resection. Recent data suggest that the engagement of surgical oncologists in tumor boards results in higher rates of curativeintent surgery for patients with early-stage non-small cell lung cancer. 4 Owing to the limited scope of the present study, the effect of therapeutic resection on stage migration or survival was not evaluated. In light of the National Lung Screening Trial and the 8 million individuals at risk, an estimated 3.1 million lung abnormalities will be identified in the first 3 years of a national computed tomographic screening program.
1,5 Assuming a benign rate exceeding 20%, at least 24 000 operations in the first 3 years would be performed for patients with benign lesions. Reducing benign rates will ease the cost and prevent unnecessary morbidity and mortality resulting from evaluating lesions found during lung cancer screening. The benign rate has recently been proposed as a quality metric for the management of patients with indeterminate lung lesions. 3 Implementation of a preoperative multidisciplinary review may help us to better target institutional resources while minimizing the potential harm caused by invasive diagnostic and therapeutic techniques.
